We report a case of a male infant who presented with congenital anomalies and was found to have a de novo deletion in the terminal region of the long arm of chromosome 9. He died at the age of 17 weeks of cardiorespiratory failure owing to RSV positive bronchiolitis. A review of previously published reports documented one previous report of a patient with a deletion of (9) He required tube feeding during the first two days owing to poor feeding. He was discharged home on day 3 feeding satisfactorily. At the age of 19 days he was admitted again because of lethargy, poor feeding, and vomiting, and was found to be in heart failure. He had a holosystolic heart murmur grade 3/6. The following investigations were normal: a septic screen including lumbar puncture, routine serum biochemistry, haematological indices, plasma and urinary amino and organic acid screens, thyroid function tests, brain and renal ultrasound, and skeletal survey. An ECG showed right ventricular hypertrophy. Echocardiography showed a large ventricular septal defect, left to right shunt, right ventricular hypertrophy, and dilatation of the main pulmonary artery consistent with pulmonary hypertension.
We describe the phenotype of an infant with multiple congenital anomalies who had a de novo deletion in the terminal band of the long arm of chromosome 9: 46,XY,del(9)(q34.3). There is one previous case report of an infant with deletion (9)(q34.3).' The previously described infant and our patient share the common manifestations of developmental delay, growth failure, hypotonia, microcephaly, epicanthic folds, downward slanting palpebral fissures, hypoplastic midface, flat nasal bridge with a small nose, single umbilical artery, natal teeth, low set ears, gastro-oesophageal reflux, and heart defect. The He required tube feeding during the first two days owing to poor feeding. He was discharged home on day 3 feeding satisfactorily. At the age of 19 days he was admitted again because of lethargy, poor feeding, and vomiting, and was found to be in heart failure. He had a holosystolic heart murmur grade 3/6. The following investigations were normal: a septic screen including lumbar puncture, routine serum biochemistry, haematological indices, plasma and urinary amino and organic acid screens, thyroid function tests, brain and renal ultrasound, and skeletal survey. An ECG showed right ventricular hypertrophy. Echocardiography showed a large ventricular septal defect, left to right shunt, right ventricular hypertrophy, and dilatation of the main pulmonary artery consistent with pulmonary hypertension.
At the age of 31/2 weeks an extraction of the natal teeth was performed. 
